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• Patient-centered, accounting for individual preferences, 

risks, and social contexts

• Comprehensive, meeting biopsychosocial needs 

• Multimodal and integrated, using evidence-based

treatments

https://iprcc.nih.gov/docs/HHSNational_Pain_Strategy.pdf
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Siloed resources
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Patient-centered opioid tapering



Patient-centered opioid management

• Patient-centered care is “respectful of and responsive to 

individual patient preferences, needs, and values” 

– Is not a customer service activity

– Is not an alternative to evidence-based care

• Patient-centered pain care considers evidence of 

treatments’ potential benefits and harms in context of 

patient goals and values

Institute of Medicine. Crossing the quality chasm. National Academies Press, 2001
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Henry SG et al. J Pain 2019;20(2):181-191



Clarifying patient goals

• “Big picture”/life goals

– Linked to values and aspirations

– Not usually achievable in the short term

– Important for grounding treatment decisions and generating 

short-term goals

• Short-term goals

– Linked to “big picture”/life goals

– Should be achievable in short term and within patients’ control

– May be Specific, Measurable, Achievable, Relevant, Time-bound

– Helpful for reframing conversation, promoting behavior change



Shared decision-making

• Involves patient and physician sharing information (both 

directions), deliberating about options, and agreeing to a 

course of action

• Does not require physician to give up prescribing 

decision authority

Charles C et al. Social Sci Med 1999;49:651-61; Makoul and Clayman. Patient Educ Couns 2006;60(3):301-12.



Degree of decision sharing

Figure adapted from Makoul and Clayman. Patient Educ Couns. 2006;60(3):301-12. 
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Delivering patient-centered pain care



• Included 8 RCTs of mostly fair to good quality with 9-12 month f/u

• Best evidence from 5 trials (4 conducted in VA)

• 2 singled out as most promising based on quality & effect size 

Peterson K, et al. J Gen Intern Med 2018;33(S1):S71-81



• Compared Telecare Collaborative Management (TCM) 

model to usual primary care for chronic pain

• Three key features of TCM model: 

1. Nurse care manager with expert physician back-up

2. Structured reassessment

3. Medication prescribing algorithm

• Results: Response 52% intervention vs. 27% usual care 

Kroenke K et al, Contemp Clin Trials 2013;34:270-281; Kroenke K et al, JAMA 2014;312(3):240-248 
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Feature 2: Structured reassessment

• Progress toward individual functional goals

• Pain (PEG)

• Depression (PHQ-2)

• Anxiety (GAD-2)

PEG: Past week rating of... 

• Pain on average

• Pain interference with enjoyment of life

• Pain interference with general activity

PHQ-2: Frequency in past 2 weeks of... 

• Feeling down depressed or hopeless

• Little interest or pleasure in doing things

GAD-2: Frequency in past 2 weeks of... 

• Feeling nervous, anxious, on edge

• Unable to stop or control worrying



Feature 3: Prescribing algorithm

• Shared decision-making approach based on preferences 

and change in follow-up measures

• VA formulary medications in 3 steps

– All commonly used in chronic pain

– Actively trialed, discontinued if not effective



• Main results: Opioid therapy was not superior to non-

opioid medication therapy over 12 months

– Pain-related function: no difference 

– Pain intensity: small significant difference favoring non-opioids 

– Opioid therapy caused significantly more medication side effects

Krebs EE, et al. JAMA. 2018;319(9):872-882



• SPACE used TCM as care delivery model in both groups

– ~60% in both groups had response in function

– Change from original model: Pharmacist care manager 

– Extension: Tapered opioids at end of trial

Krebs EE, et al. Contemp Clinical Trials 2017;62:130-139; Krebs EE et al. JAMA. 2018;319(9):872-882. 



TCM model advantages

• Well-liked by patients

• Efficient/easy to implement

• Adaptable to resources/needs of clinical setting

• Easily extended to support opioid tapering 

• Is TCM enough for complex patients with chronic pain 

and long-term opioid use? 



VOICE objective

• Objective: To improve effectiveness and safety of pain 

management for Veterans on long-term opioids by...

– Improving follow-up and coordination of pain care

– Increasing use of evidence-based pain therapies

– Providing support for opioid dose reduction

Funded by PCORI OPD-1511-33052 and supported by VA resources and facilities



Research aims

• Aim 1: Compare two care delivery models to improve 

pain outcomes and reduce opioid use 

– Telecare Collaborative Management: Lower-intensity intervention 

delivered by pharmacist care manager

– Integrated Pain Team:  Higher-intensity intervention delivered by 

interdisciplinary team of clinicians

• Aim 2: Test effect of offering rotation to buprenorphine-

naloxone (Suboxone) in high-dose subgroup

• Aim 3: Identify strategies to enhance implementation

Funded by PCORI OPD-1511-33052 and supported by VA resources and facilities



VOICE overview

• Multisite pragmatic 
randomized trial comparing 
care delivery strategies for 
VA patients on long-term  
opioids

• Eligibility: Moderate-severe 
pain despite opioids ≥20 ME 
mg/day 

• Interventions delivered by 
volunteer VA clinicians 
under usual care conditions 

• Outcomes assessed by 
masked research staff

• Patient-centered 
communication & shared 
decision-making are 
common elements across 
study interventions



TCM intervention

background & rationale

• The “low intensity” arm

• Based on collaborative care model tested versus usual 

care in Indianapolis VA trial 

• Key features: Care manager with expert back-up, 

structured reassessment, stepped approach to 

medication optimization

– Care managers refer/coordinate care following usual processes

– Initial visit is face-to-face, all others may be telephone visits

Kroenke K et al, Contemp Clin Trials 2013;34:270-281; Kroenke K et al, JAMA 2014;312(3):240-248 



IPT intervention

background & rationale

• The “high intensity” arm

• Based on clinical program at San Francisco VA

• Key features: interdisciplinary team, multi-modal care 

with emphasis on nondrug therapies, behavioral 

(CBT/MI) intervention

– 3 required face-to-face visits (1 interdisciplinary & 2 medical)

– Monthly calls by mental health provider 

Seal K, et al. J Gen Intern Med. 2017;32(8):931-934; Purcell N, et al. Global Advances in Health and Medicine, 2019;8:1-8, 

Purcell N, et al. Pain Med. 2017 Pain Med 2017;19:1748–1763



Buprenorphine intervention

background & rationale

• Based on clinical program at VA Connecticut

• Buprenorphine-naloxone has strong evidence for 

efficacy and improved functioning in opioid use disorder 

but is not approved for opioid dependence without OUD

• Buprenorphine-naloxone option potentially addresses 

barriers to high-dose opioid tapering

– May increase patient willingness to attempt dose reduction

– May facilitate more rapid dose reduction

– May address physiological consequences of high-dose long-term 

opioid use (craving, withdrawal, prolonged abstinence 

syndrome)

Oldfield BJ, et al. Pain Medicine 2018;19(S1):S38-S45. Guillod P, Edens  EL, Becker  WC. JAMA Intern Med. 

2017;177(1):17-18. Becker WC, et al. J Subst Abuse Treat. 2015; 48(1):128-31 
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VOICE OUD approach

• VOICE interventions do not meet 

standard of care for OUD, but are 

compatible with OUD treatment

• Patients with known moderate to 

severe OUD are not eligible for 

enrollment

• Protocol for patients diagnosed 

after enrollment

– Diagnose and arrange for 

treatment

– Continue non-opioid pain 

management

– Retain in study
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erin.krebs@va.gov

http://voice.dl.umn.edu/



Thank you! Questions?  

Erin.Krebs@va.gov


